SUMMARY Sixteen patients with hemifacial spasm were treated by posterior fossa surgery and wrapping of sponge around their facial nerve. A good or excellent result has been obtained in fourteen of the sixteen cases, and in seven cases followed for four years or longer. Two patients had a mild recurrence of their hemifacial spasm after a cessation of their spasm for eighteen months and two years following surgery. Contrary to the experience of other authors a definite vascular abnormality was found in only four cases. In the other twelve cases circumferential fibrosis about the nerve is again proposed as a mechanism for the effectiveness of the procedure. Eight of these patients have been reported previously, and this study includes the long term follow up of these patients.9 One patient (no 9) from that series, is not included in this report as he had a meningioma as the cause of his hemifacial spasm. He died three years after his operation from unrelated causes and had no recurrence of his spasm. The patients range in age from 33 to 76 and most are female. All patients presented with hemifacial spasm, which had begun in the orbicularis oculi muscle, and had progressed to adjacent muscles until the entire musculature innervated by the facial nerve was involved.
Hemifacial spasm is a benign, but distressing movement disorder of the face, which occurs particularly in middle aged women and tends to be gradually progressive. Although it may be rarely associated with a definite cause, such as compression by a local tumour or basilar artery aneurysm, in the vast majority of cases the aetiology is still disputed. The treatment of this condition has involved either operations on the peripheral part of the facial nerve, such as percutaneous fractional thermolysis,' alcohol injections, partial facial nerve section, or facio hypoglossal or facio accessary anastomoses,2 or treatment involving posterior fossa exploration. [3] [4] [5] [6] [7] [8] [9] [10] The peripheral facial nerve operations produce a temporary relief of spasm while facial weakness is present, but as the weakness resolves the spasm often recurs. Janetta7 has reported a good or excellent result in 76 out of 85 Eight of these patients have been reported previously, and this study includes the long term follow up of these patients.9 One patient (no 9) from that series, is not included in this report as he had a meningioma as the cause of his hemifacial spasm. He died three years after his operation from unrelated causes and had no recurrence of his spasm. The patients range in age from 33 to 76 and most are female. All patients presented with hemifacial spasm, which had begun in the orbicularis oculi muscle, and had progressed to adjacent muscles until the entire musculature innervated by the facial nerve was involved.
Operative technique
The operative technique has been described in a previous report.9 In brief, it consisted of a unilateral posterior fossa craniectomy and thorough exploration of the seventh cranial nerve, using microneurosurgical techniques. When The results were graded into three arbitary groups. The result was considered to be excellent if the patient had no spasm at the time of review, ten being in this category. The result was assessed as good if the patient had only a very mild persistent spasm, which was regarded by both the patient and their nearest relative as being at least an 800% improvement compared with their state before operation, four were in this group. The result was considered fair in two patients in whom it was thought that the spasm was at least 70% improved after operation. One of these patients had an interval free period of eighteen months, and the other patient has had a gradual resolution of her spasm since her operation and feels that she probably is still continuing to improve. The spasm returned following a period of two years absence in a further patient. This spasm, involving her eye only, was regarded as being 85 % better than her pre-operative state and has not progressed over three years. That is, there was a recurrence of spasm in two patients following a period of absence after operation.
All four patients with a definite pathological finding at operation now have no spasm. In two of these patients the spasm has gradually resolved over several weeks. However, this comparison with those patients who had no evidence of pathology is not significant. Four patients did not experience an immediate cessation of their facial spasm, but rather had a gradual improvement over weeks to months until the spasm disappeared completely in three patients and has not recurred.
Discussion
The aetiology and treatment of hemifacial spasm is still controversial. While some theories postulate a central or brain stem mechanism for the origin of hemifacial spasm,'1-'3 others have suggested that the causative lesion is within the facial nerve, either within the posterior fossa,3 5 61415 or more distally. '6 17 We are not, however, inclined to believe that the effect of the operation is due to separation of a compressing vessel from the nerve, as in only four of our 16 patients was there a definite vascular compression and there was no significant difference in the outcome between that group and those with no pathology demonstrable. We believe that the relief of spasm is brought about rather by the mild degree of trauma associated with wrapping the facial nerve with non-absorbable sponge and that the delayed slow reduction in spasm in four patients could be attributable to fibrosis occurring around the nerve. Whilst we do not dispute that definite compression of the nerve might produce, or assist, in the development of hemifacial spasm, we believe that this is an unusual situation, rather than being the cause in nearly all cases, as suggested by Janetta.7
We are not able to explain the sudden cessation of hemifacial spasm in those 11 patients who had no definite vascular abnormality and whose spasm ceased immediately after operation. However, it is most probably due to manipulation of the facial nerve producing an immediate, but slight degree of trauma sufficient to abort the spasm. After some weeks the circumferential fibrosis then takes over. In support of this contention is the immediate good result seen in trigeminal neuralgia after the "compression decompression" operation of Taarnh0j.19 The good or excellent result obtained in 14 of our 16 cases and which has been maintained in seven of the eight patients followed for four years or more shows that this technique is effective in the long term, and the relative paucity of complications indicates that it is a safe operation. 
